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CARDIOTHORACIC IMAGINGAcute chest pain and tamponading left hemothorax: An unusual
presentation of pulmonary arteriovenous malformationIra R. A. Goldsmith, MD, FRCS CTh, Ihab Ali, MBBS, MRCS, and Afzal Zaidi, MA, FRCS CThA 48-year-old man was admitted to the emergency depart-
ment with sudden onset of severe, left-sided chest pain and
signs of shock. En route to the hospital he was cold and
clammy, tachycardic,with a differential pulse and blood pres-
sure of 130/80 mmHg in the left arm and 70/– mm Hg in the
right arm. Because a dissecting aortic aneurysm was sus-
pected, a contrast-enhanced computed tomographic scan of
the chest was performed that showed a massive left-sided
pleural collection with displacement of the mediastinum to
the right but no evidence of an aortic dissection. The com-
puted tomographic scan instead showed a high-density, con-
trast-enhanced pulmonary artery–venous malformation
(PAVM) in the left lung (Figure 1) and a similarmalformation
in themidzone of the right lung (Figure 2). A large-bore chest
drain was inserted into the left pleural cavity, which drainedFIGURE 1. Contrast computed tomographic scan at the left atrium level
showing a high-density lesion (arrow), indicating a pulmonary arteriove-
nous malformation. The mediastinum has shifted to the right owing to
a large left pleural collection.
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The Journal of Thoracic and Ca3500 mL of dark blood. Because of this and the progressive
hemodynamic instability, an emergency left thoracotomy
was performed. At the operation, a fingerlike PAVM was
seen on the surface of left lower lobe (Figure 3) that was ex-
cisedwith a linear stapler (Figure 4). The histologic diagnosis
of PAVM was confirmed on microscopy. He made an un-
eventful recovery and 3 months later underwent an elective
video-assisted thoracoscopic resection of the right PAVM.
Thiswas located in the inferiormargin of the right upper lobe.
Bilateral PAVMs are rare, as is the presentation as severe
chest pain and acute tamponading hemorrhage. Contrast-
enhanced computed tomographic scanning is the gold stan-
dard for establishing the diagnosis. Pulmonary angiography
and embolization or, as illustrated by our case, surgical
excision is the recommended treatment.FIGURE 2. Coronal section of the chest computed tomographic scan
shows a second contrast enhancing lesion (red arrow) in the right lung.
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FIGURE 4. Resected left lower lobe pulmonary arteriovenous malforma-
tion.
FIGURE 3. Pulmonary arteriovenous malformation arising from the
lower lobe of the left lung. The bleeding tip of the malformation had sealed
itself, whereas blood was seen swirling around in the malformation.D, Di-
aphragm; L, lateral chest wall; M, mediastinum.
Cardiothoracic imaging Goldsmith et al
834 The Journal of Thoracic and Cardiovascular Surgery c March 2011
